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 Blood from posterior epistaxis, from hereditary tclangiectases in the
nasopharynx, from a fracture of the base of the skull, from soft
adenoids especially after an operation for their removal, and from
tonsillectomy, may be swallowed and, if vomiting occurs, may suggest
bleeding from the stomach; but the above circumstances and evidence
of a bleeding spot or of blood trickling down from the posterior nares
should prevent any mistake in diagnosis.
Diagnosis of the cause of haematemesis in a given case depends on the
history and the physical signs. Thus a record of the symptoms of hyper-
chlorhydria, hunger pains and so forth, would point to peptic ulcer; a
history of alcoholic dyspepsia, a large liver, and some degree of spleno-
megaly would suggest hepatic cirrhosis; considerable splenomegaly
would indicate splenic anaemia and Band's disease; and a tumour in the
region of the stomach, carcinoma.
Acute peptic ulcer is often diagnosed in profuse haematemesis without
previous dyspepsia; sometimes an ulcer is found and sometimes not;
an acute ulcer may be invisible on X-ray examination, or may have
healed during treatment before the examination can be made.
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 The immediate treatment of haematemesis is complete rest, mental as
well as physical. An injection of morphine sulphate £ to f grain is
far preferable to any drug, such as luminal, by the mouth. With the
morphine may be combined ^ to 7V, grain of atropine sulphate. The
injection may be repeated as required, but with due care, for Buhner
raised the question whether excess of morphine may not account for the
present mortality.
In haematemesis due to ulceration of an oesophageal varix in hepatic
cirrhosis 5 minims of solution of adrenaline hydrochioride 1 in 1,000
may be taken in water in order to exert a local action on the varix.
Surgically, ligature of the coronary vein of the stomach has been
advocated (Walters and Mclndoe).
The bowel should be washed out with a simple enema, and 10 to 15
fluid ounces of physiological saline containing 4 per cent of glucose
should be given per rectum two or three times daily; or a rectal drip
may be used. An ice bag may be kept on the epigastrium. The mouth
must be kept scrupulously clean., and swabbed at least three times a day.
No food should be given for thirty-six to forty-eight hours. This treat-
ment is sufficient in mild cases. Hurst recommended alkalis from the
start.
Thirst should be met by the rectal administration of fluid—saline and
glucose—by some simple enema, or preferably by the Murphy constant
drip method.
If necessary for the exsanguineous patient, the continuous drip blood
transfusion described by Marriott and Kekwick may be adopted. By

